Results of 10W cases from lldgware General and Chase Farm Hospitals in each of the 'years 1957, 1960 and 1962 No. ofcases 
Results
One hundred cases in each of the years 1957, 1960 and 1962 were analysed (Table 1) . While the visual results remain much the same in each year there has been a considerable improvement in cases of iris prolapse and there has not been a case of this complication for the past two years. Vitreous loss has improved and no eyes have been lost. While this may only reflect improvements in technique and experience the figures do at least present a case that general anesthesia is safe for the patient and it cannot be denied that it is most comfortable for the surgeon. Lastly, the following two points are well recognized, but need emphasis: (1) The use of a preplaced suture at 12 o'clock.
(2) Four more postplaced sutures after the extraction of the lens. 
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Hypotensive Anesthesia in Eye Surgery
One of the chief advantages of hypotensive aneesthesia in opthalmic surgery is the achievement of a greater degree of surgical accessibility.
Operations in the facial area to which ophthalmic surgeons are confined are associated with a degree of bleeding which not only obscures the anatomy in question, but also lengthens the time of procedure. By the use of the ganglion-blocking agents, it is possible to reduce blood loss and also reduce the operation time. Hemostatic clanips and persistent swabbing become unnecessary. There is no need to use ligatures, which in themselves may act as potential sources of infection and increased fibroplastic activity. The noisy suction apparatus can be completely dispensed with, and by the absence of these many instruments a clear operative field is presented.
In 1952 Rycroft & Romanes published a preliminary report on the use of ganglion-blocking agents in general an2sthesia for ophthalmic surgery, and stressed the advantage of a bloodless field. It is now possible to add several hundred more cases to their report and confirm their preliminary observations. Whilst the occasion seldom arises for the use of hypotensive anesthesia in routine operations on the eyeball, where hemorrhage is of no great consequence and can easily be controlled by other means, investigations are being carried out with regard to its potential value in operations on the eye in the presence of uncontrollable glaucoma. We hope that the results of these investigations will form the subject matter of a separate future communication.
Hypotensive anmsthesia is, therefore, mainly employed in dacryocystorhinostomy, lid surgery and socket reconstruction. The reduction of the bleeding in performing a dacryocystorhinostomy facilitates the identification of the small anatomical structures involved in that area. As a result of our anteriorly placed incision we find ourselves working in a small, deep cavity, and the absence of bleeding is of great value. More failures are due to the lack of identification of the anatomical structures than to any other reason. Hypotensive anesthesia permits accurate identification of the sac, neat and precise creation of the ostial stoma, accurate preparation of the flaps from both the sac and nasal mucous membrane, and edge-to-edge apposition of these flaps. It enables the surgeon to identify the common canalicular opening which we regard as an inportant step in the operation. Should the surgeon be unfortunate enough to damage the nasal mucous membrane in the process of trephining the bone, it is possible in the presence of a bloodless field to repair by suture the tear created and to restore it as a continuous structure, and then proceed with the planned surgery. Post-operative reactionary hemorrhage is greatly reduced owing to the fact that, unlike the ischmmia produced by adrenaline where the blood clots when the vessel is in constriction, during the hypotension produced by ganglion blockade the blood clots with the vessel in dilatation, and when the vessel tone returns to normal the clot is held more firmly.
In cases where rhinostomy has originally failed, it is easier with the use of hypotensive anesthesia to re-enter the site of operation. In most cases Section ofOphthalmology 9S5 it is possible to determine the reason for failure and to correct the anastomosis by refashioning the flaps. Also, in cases following injury to the face with displacement of bone and marked fibrosis, where increased vascularity is to be expected, hypotensive anmsthesia is extremely helpful. With regard to lid surgery, where it is important to identify the plane between conjunctiva, levator and orbicularis, the absence of blood from the field of operation obtained by hypotensive anesthesia again demonstrates its value. There is no need for infiltration of the tissues with local anesthetic, which tends to distort normal anatomical relationships and, in any case, does not provide the desired effect where previous scarring is present. Extensive plastic surgery on the lids is made easier by this method of anmsthesia.
The third group of cases in which this method of anaesthesia is employed is the reconstruction of the socket with buccal mucosa inlay. The absence of bleeding and the unlikely occurrence of a haematoma collecting between graft and its bed help in obtaining better results.
Contraindications are left entirely to the discretion of the anesthetist, and patients with previous respiratory or coronary disease will probably be unsuitable for this method of antsthesia.
During the post-operative period the patient is in the care of specially trained staff in a recovery ward, which is under the jurisdiction of the anTsthetist. On return to the ward, the blood-pressure level is checked and recorded for a further twentyfour hours, and if it has returned to normal, the patient is allowed out of bed.
In the large number of ophthalmic cases treated in this way, no complications of consequence were encountered. Dr A Edridge (Queen Victoria Hospital, East Grinstead) Antsthetic Aspects of Hypotension in Eye Surgery I believe that induced hypotension can and must be controllable, is useful and safe, but that scrupulous care is essential throughout its use. If lightly or negligently undertaken, particularly by one unaccustomed to it, it is perilous and sooner or later there will be a disaster.
Certain points must be stressed: (1) There should be careful pre-operative assessment of the patient and it should never be taken for granted that 'we always have hypotension for such and such an operation'. Among the gravest of the contraindications are bronchospasm and diabetes, and any patient who has had a cerebral or cardiac vascular catastrophe should be very carefully considered. In all cases the minimal hypotension for the shortest timecompatible with usefulnessshould be exhibited, and in any patient judged to be a poor risk the short-acting agents only should be used.
(2) Rapid changes of posture may be followed by rapid changes of blood pressure and should be avoided. I do not employ a very steep tilt.
(3) The blood pressure must be monitored the whole time. For this purpose we use an oscillometer, and we find it valuable, if not essential, to use a wire or metal guard around the cuff to limit interference. It is not good enough to blow up a blood pressure cuff every five minutes and take a 'spot check' by auscultation.
(4) The effect of ventilation and particularly ventilation pressures on the venous return to the heart and thus on the blood pressure should be understood and carefully noted. (5) Halothane, although a valuable agent in the resistant case, should be used guardedly, and its own depressant effect on the blood pressure never forgotten.
Technique
Our technique is, briefly, a thiopentone induction followed by endotracheal intubation under a relaxant. We do not use succinylcholine chloride because the muscle pains which sometimes follow its use are not easily overlooked by ophthalmic patients. Anwsthesia is continued with nitrous oxide and oxygen.
Hypotensioni is produced and maintained by the use of: (1) A drug to block the autonomic ganglia; we use either pentolinium or trimetaphan or both together. Trimetaphan is used in divided doses in a dilution of 10 mg to the ml. This method allows a flexibility of control with a minimal dosage.
(2) Postureanti-Trendelenburg tilt. (3) Gentle pressure on the reservoir bag. (4) Adequate analgesia. (5) Halothane. Some or all of these are used in varying degrees and dosage to suit each patient. An indwelling intravenous needle of the Gordh type and an oscillometer are essential.
Mr Werb has testified to the value of this technique to our surgical team. His point about swabs and instruments in the operative field was illustrated by slides of an operation for dacryocystorhinostomy during which the total blood loss was under 5 ml and the dosage of trimetaphan was 16 mg. No clips or ligatures were used throughout the operation. Almost perfect operating conditions were maintained uninterruptedly and the surgeon did not have to work with fleeting glimpses of a small field won by swabbing, clipping or tying.
